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Name of Training and Educational In
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STUDENT VERIFICATION SECTION 
 
 
I, _______________________________________, hereby certify that I have completed (at least)  
              Printed name of Paramedic Student 
347.88 Field Internship hours, (at least) 75 patient contacts and (at least) 118.40 Field Summative 
Evaluation hours for a total of at least 466.28 hours. 
              
_______________________________________ 
Signature of Paramedic Student 
 
________________ 
Date 

 
 
 

 
 
MEDICAL DIRECTOR & INSTRUCTOR VERIFICATION SECTION 
 
 
I, _______________________________________, hereby certify that the above student has  
             Printed name of Medical Director 
completed (at least) 347.88 Field Internship hours, (at least) 75 patient contacts and (at least) 
118.40 Field Summative Evaluation hours for a total of at least 466.28 hours. 
 
 
_______________________________________ 
Signature of Medical Director 
 
________________ 
Date 
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Signature of Paramedic Course Lead Instructor 
 
________________ 
Date 

 
 
Instructor Name: ______________________________ 
 
Instructor Certification Number: __________ 
 
Instructor Phone Number:  __________________________ 
 
Instructor Email Address:  ________________________________________ 
 

 
 
(To be submitted to KBEMS by the educational institution upon completion of Field hours) 


	EMS-TEI PARAMEDIC TRAINING PROGRAM
	VERIFICATION FORM
	
	Date



